the care pathway to ensure rapid assessment and treatment for TIA patients would avoid 128 future stroke events over three years. As a result, the costs associated with the reconfiguration of the TIA patient care pathway would be partially offset by savings in acute stroke management costs. CONCLUSIONS: Our model suggests that implementing a revised TIA care pathway in Hungary would result in a reduction of TIA-related recurrent strokes, leading to reduced costs associated with the acute management of stroke. This would partially offset the costs of establishing rapid assessment and treatment clinics for patients experiencing TIA.
PCV53 FINANCIAL IMPACT OF A NOVEL PREECLAMPSIA DIAGNOSTIC TEST VS. STANDARD CARE: A DECISION-ANALYTIC MODELING ANALYSIS FROM A UK HEALTH CARE PAYER PERSPECTIVE
Hadker N 1 , Garg S 1 , Costanzo C 1 , Miller JD 1 , van der Helm W 2 , Foster T 1 , Creeden J 2 1 Abt Bio-Pharma Solutions, Inc., Lexington, MA, USA, 2 Roche Diagnostics, Ltd, Rotkreuz, Switzerland OBJECTIVES: Preeclampsia, a leading cause of maternal and perinatal morbidity and mortality, is only detected after the onset of clinical symptoms. Earlier diagnosis may be possible with a new serum test using soluble fms-like tyrosine kinase-1 (sFlt-1) and placental growth factor (PlGF) biomarkers. Clinical and economic benefits may result from appropriate detection and management of subclinical cases, and from averting costs associated with incorrect diagnoses. We evaluated the financial impact of the novel test versus standard care from a UK health care payer perspective.
METHODS:
We developed a decision-analytic model of the clinical and economic impact resulting from improved sensitivity and specificity of the new test over current diagnostic practice. Acute management and follow-up costs were associated with true positive, true negative, false positive, and false negative diagnoses. The basecase analysis assumed that, of all pregnant women, 15% present with risk factors while 85% do not. The CHF 52 (£-equivalent) test was assumed to be administered after 20 weeks of gestation. True positive and false negative patients were assumed to enter one of four health states: mild preeclampsia; severe preeclampsia; eclampsia; or death. Data pertaining to treatment practices, health care resource utilization, incidence, costs, and funding for detection and management of preeclampsia in the UK were obtained through interviews with clinicians, laboratory managers, and health care payers in the UK. Additional data were obtained from published literature and public databases. RESULTS: Model results suggest that when used for screening, the novel test would reduce false negative diagnoses of preeclampsia by 67% and false positives by 71%. Costs per patient are estimated to be £1781 with the novel test and £2726 with standard practice, saving an estimated £945 per patient given the novel test. CONCLUSIONS: This test has the potential to improve detection and management of preeclampsia translating into substantial cost savings for UK health care payers.
PCV54 EXAMINING THE COST IMPACTS OF RECONFIGURING TIA CARE IN SPAIN
Jackson D 1 , Moshinsky J 2 , Begg A 2 1 GE Healthcare, Chalfont St. Giles, Buckinghamshire, UK, 2 Medaxial Group, London, UK OBJECTIVES: Due to lack of awareness of Transient Ischaemic Attack (TIA) symptoms, many patients may not immediately seek medical help, creating delay in access to treatment. The UK EXPRESS study by Rothwell et al. (Lancet 2007; 370:1432-42) demonstrated that a greater focus on rapid assessment and management of TIA could significantly reduce subsequent stroke rates. With nearly 35,000 cerebrovascular disease-related deaths in Spain last year, we wanted to examine how a shift in care pathways towards that outlined in the EXPRESS study could affect stroke rates, and explore the financial implications of such a shift in care pathway. METHODS:
We developed an economic model to estimate the costs and savings associated with establishing a rapid assessment and treatment clinic for patients with suspected TIA in Spain, in line with phase 2 of the EXPRESS study. We used a population y. We used a population We used a population of 1,000,000 people with an assumed annual incidence of TIA of 0.021%. Current management was based on ESO guidelines and common clinical practice. We included direct costs associated with care (medications, diagnostics and staffwhere data were unavailable, converted UK costs were used), and modeled the ), and modeled the impact of changing management over a three-year time horizon. RESULTS: For an assumed population of 1,000,000, changing the care pathway care to ensure rapid care to ensure rapid assessment and treatment for TIA patients would result in 66 future stroke events 66 future stroke events avoided over 3 years. As a result, the costs associated with changing the pathway of care for TIA would be partially offset by savings in acute management costs associated in acute management costs associated with stroke. CONCLUSIONS: Our model suggests that implementing a revised TIA care pathway in Spain would reduce the number of TIA-related recurrent strokes, leading to reduced costs associated with acute stoke management. This would partially offset the cost of establishing rapid assessment and treatment clinics for patients experiencing TIA.
PCV55 BUDGET IMPACT ANALYSIS OF DIAGNOSTIC OF UNEXPLAINED AND/ OR RECURRENT SYNCOPE WITH APPLICATION OF IMPLANTABLE LOOP RECORDER
Gwiosda B, Palka I, Karas D, Wladysiuk M, Szmurlo D, Rutkowski J, Plisko R, Rys P HTA Consulting, Krakow, Poland OBJECTIVES: Syncope that remains unexplained after a conventional evaluation is a common and vexing medical problem. Implantable loop recorder (ILR) is a new diagnostic method in diagnosis of recurrent syncope with unexplained etiology (NO). The aim of this analysis was to estimate the impact of ILR reimbursement in NO diagnostics on budget of public payer's in Poland. METHODS: The analysis was performed in 5-year time horizon from the public payer's perspective. Information regarding target population and medical resources was extracted from literature and registry PL-US. Data in the registry PL-US were collected during 2006-2008 in 18 Polish centers. Cost data were obtained from the National Health Fund. In the analysis two scenarios were compared: actual (current situation with ILR reimbursement only in special cases) and prognostic (after ILR reimbursement). In the prognostic scenario two financing options of monitoring of patients after ILR implantation were distinguished-AOS and KAOS. One-way sensitivity analysis were performed for the key input parameters. RESULTS: The number of target population for ILR implantation in Poland is stable, approximately 2370 patients. In actual scenario estimated annual public payer expenditure for NO diagnostics in each year 2010-2014 is approximately 9.00 mPLN, where cost of ILR is 0.25 mPLN. Assuming reimbursement of ILR estimated public payer expenditure for NO diagnostics in option AOS is 9.77 mPLN in year 2010 and 16.76 mPLN in year 2014, where ILR costs is 1.44 mPLN and 11.34 mPLN, respectively. In option KAOS public payer expenditure is 9.86 mPLN in year 2010 and 18.49 mPLN in year 2014, where ILR costs is 1.53 mPLN and 13.07 mPLN, respectively. CONCLUSIONS: Our findings suggest that decision concerning ILR reimbursement should not lead to increase total expenses on the NO diagnostics for public payer more than 0.95 mPLN in year 2010 and 10.00 mPLN in year 2014. In this study we estimated the annual change in disease and side-effects costs associated with the addition of prasugrel to a drug formulary for treatment of those with acute coronary syndrome (ACS) undergoing a percutaneous coronary intervention in a managed care organization with 1,000,000 covered lives. The model compared the annual costs in each of the first three years after addition of prasugrel to the formulary assuming a maximum treatment share of 50% after 1 year. The only alternative treatment was clopidogrel and people already being treated with clopidogrel were not switched to prasugrel. The relative risk of subsequent cardiovascular events and bleeding events for each drug were taken from a head-to-head 15-month clinical trial. The risk of cardiovascular events reverted to the risk of those taking only aspirin for those discontinuing prasugrel or clopidogrel treatment. RESULTS: The estimated numbers of cardiovascular events (bleeding events) after an ACS episode with prasugrel on the formulary in the first three years were 541 (36), 528 (42), and 525 (43) respectively and without prasugrel were 548 (35) in all three years. The annual reductions in disease-and bleeding-related costs in the first 3 years after adding prasugrel to the formulary were estimated to be $141,907, $419,377, and $488,119 respectively. CONCLUSIONS: Using a more effective dual oral antiplatelet regimen is likely to result in lower disease-related costs that are not offset by higher bleeding-related costs. The disease-and bleeding-event cost savings estimated in the model should be included in a comprehensive estimate of the budget impact of adding prasugrel to a formulary.
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IMPACT OF INCLUDING PRASUGREL ON THE FORMULARY FOR PATIENTS WHO UNDERGO PERCUTANEOUS CORONARY INTERVENTION FOR ACUTE CORONARY SYNDROME
